One of the major contributions of General Hospital Psychiatry Units (GHPU) has been the increased awareness among both psychiatrists and non-psychiatrist physicians regarding the importance of detecting and treating psychiatric disorders in the physically ill. The prevalence of psychiatric illness in both general medical inpatients and outpatients is significant (Guthrie, 1996) .
Emotional disturbances seen in association with physical disorders could either be psychological reactions to physical illness or physical manifestations of psychiatric illnesses. Both these groups of problems are commonly encountered in GHPUs. Both acute and chronic physical disorders may lead to psychological problems. Depressive disorders, anxiety disorders, adjustment disorders and sexual dysfunctions are commonly seen in association with physical disorders. The article in this issue of the journal on psychiatric aspects of Wilson's disease highlight this point. The diagnosis and management of these disorders require special skills. For example, the diagnosis of depressive disorder in a physically ill person on the basis of biological symptoms may be fallacious, because the physical illness itself may be the cause of physical symptoms like insomnia, loss of appetite and loss of weight. The diagnosis in such cases, has to rely therefore, more on the presence of symptoms like depressed mood, diurnal variation of mood, suicidal ideation, social withdrawal etc.
Psychopharmacological agents like antidepressants and anxiolytics are, no doubt, useful in the reduction of psychological disorders in the physically ill. Howeve. pharmacological intervention has only limited value in the management of these conditions. So we have to depend more on psychological methods of treatment to help our patients adequately. For example, brief psychological interventions like counselling during the acute phase of illness were found to lower the level of anxiety and promote early return to work (Thompson and Meddis 1990) in patients who had myocardial infarction. Similarly Burton etal (1991) found that preoperative counselling could reduce the occurrence of post-operative anxiety and depression in women undergoing mastectomy. Psychological methods like progressive muscle relaxation, biofeedback problems and cognitive therapy are found to be effective in reducing emotional problems and improving compliance with treatment regimens even in chronic disorders like asthma, diabetes, hypertension etc.
Psychiatrists working in GHPUs are often called upon by their colleagues from other specialities to help in the diagnosis and management of many patients who present with various somatic symptoms for which no organic cause can be detected inspite of extensive and expensive investigations. Invariably many of them turn out to be having psychiatric disorders. The paper by Agarwal etal in this issue of journal reports that 54.4% of women presenting with chronic pelvic pain had high scores on depression rating scales while the paper by Rajagopalan etal report that patients diagnosed to be having irritable bowel syndrome had significant anxiety and depressive symptoms. Both psychopharmacological agents and psychotherapeutic interventions are found to help many of these patients (Malone etal 1988) . Cognitive behaviour therapy has been reported to be effective in irritable bowel syndrome (Bennett and Wilkinson 108S) . Hypnosis, cognitive therapy and behaviour modification methods have been found to be useful in many chronic pain patients.
Psychiatrists in GHPUs also tend to come across many rare conditions seldom seen in mental hospitals or other places meant only for the treatment of psychiatric disorders. The management of these patients also demand special skills, ingenuity and readiness to collaborate with colleagues from other specialities. The case reports in this issue, on delusions of pregnancy, camptocormia, Charles Bonnet syndrome and enucleation in depression exemplify these aspects.
While it is irrefutable that the practice of psychiatry in general hospitals throws up special challenges to the diagnostic and therapeutic skills of the psychiatrist, it is also important for us to ask the question, 'does our psychiatric training programme prepare new entrants into the field to meet these challenges ? . The answer, I am afraid, is 'no'. A significant number of our psychiatrists are trained in mental hospitals where they deal mostly with severe psychotic conditions only. Recently during a post graduate examination after seeing the list of patients who were available for examination by the candidates, one examiner remarked that often the M.D is awarded not in psychiatry but only in schizophrenia and manic depressive psychosis. To this, another examiner, whose work is mental hospital based, responded saying that in many centres the M.D is not even in schizophrenia and manic depressive psychosis but is only in schizophrenia and mania ! How are we to remedy this unfortunate situation ? The obvious answer is that GHPUs should be more involved in postgraduate training and training programmes which are primarily mental hospital centred should be structured in such a way that the trainees spend atleast half of their training period in general hospitals. Only such steps will prepare them to meet the real problems in the world outside.
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